Objective/Background: Carotid bifurcation resection with subsequent reconstruction is performed infrequently. While internal carotid artery (ICA) revascularisation is regarded as mandatory, the external carotid artery (ECA) is severed in most instances. Indications for and results of an autologous bifurcated carotid artery reconstruction are discussed.
Objectives: Current management of ruptured abdominal aortic aneurysms (RAAA) varies among centres and countries, particularly in the degree of implementation of endovascular aneurysm repair (EVAR) and levels of vascular surgery centralisation. This study assesses these variations and the impact they have on outcomes.
Materials and methods: RAAA repairs from vascular surgical registries in 11 countries, 2010e2013, were investigated. Data were analysed overall, per country, per treatment modality (EVAR or Results: There were 9273 patients included. Mean age was 74.7 (74.5e74.9) years, and 82.7% of patients were men (81.9e83.6). Mean AAA diameter at rupture was 7.6 cm (7.5e7.6). Of these aneurysms, 10.7% (10.0e11.4) were less than 5.5 cm. EVAR was performed in 23.1% (22.3e24.0). There were 6817 procedures performed in OAR(p) centres and 1217 performed in EVAR(p) centres. Overall peri-operative mortality was 28.8% (27.9e29.8). Peri-operative mortality for OAR was 32.1% (31.0e33.2) and for EVAR 17.9% (16.3e19.6), p < .001, and the adjusted OR was 0.38 (0.31e0.47), p < .001. The peri-operative mortality was 23.0% in EVAR(p) centres (20.6e25.4), 29.7% in OAR(p) centres (28.6e30.8), p < .001; adjusted OR = 0.60 (0.46e0.78), p < .001. Peri-operative mortality was lower in the highest volume centres (QI > 22 repairs per year), 23.3% (21.2e25.4) than in QII-V, 30.0% (28.9e31.1), p < .001. Peri-operative mortality after OAR was lower in high volume centres compared with the other centres, 25.3% (23.0e27.6) and 34.0% (32.7e35.4), respectively, p < .001. There was no significant difference in peri-operative mortality after EVAR between centres based on volume.
Conclusions: Peri-operative mortality is lower in centres with a primary EVAR approach or with high case volume. Most repairs, however, are still performed in low volume centres and in centres with a primary OAR strategy. Reorganisation of acute vascular surgical services may improve outcomes of RAAA repair. Objectives: Aortic neck diameter is an independent anatomical feature that is poorly understood, yet potentially linked to proximal seal failure and adverse outcome following standard EVAR. The aim of this study was to assess whether large proximal aortic neck (LAN) diameter is associated with adverse outcome using prospectively collected individual patient data from The Global Registry for Endovascular Aortic Treatment (GREAT).
Influence of Proximal Aortic
Methods: A total of 3166 consecutive patients, from 78 global centres, receiving Gore Excluder stent grafts for infrarenal abdominal aortic aneurysm repair between 2011 and 2017 were included. Patient demographics, biometrics, operative details, and clinical outcome were analysed. Patients were divided into two groups: normal baseline proximal aortic neck (NAN) diameter (<25 mm on computed tomography aortography), and LAN ($25 mm). Clinical follow up (including imaging) was available for 76.5% of patients 5 years post-intervention. Primary endpoints analysed were Type IA endoleak and any aortic reintervention up to 5 years post-procedure. A composite endpoint of Type IA endoleak, re-intervention, aortic rupture, or aortic related mortality was also assessed.
Results 
